HIS IS the first of three articles dealing respectively with (1) the basic concept and methods of performing aortic commissurotomy surgically, (2) comparison of physiologic abnormalities noted preoperatively with the changes produced by aortic surgery, and (3) the selection, medical management, and clinical results obtained by aortic commissurotomy.
Rheumatic involvement of the aortic valve is second in frequency only to mitral valve involvement. In both instances the pathologic developments are parallel and primarily tend to produce stenosis. Early appearance of rheumatic vegetations along the lines of valve closure is followed by fibrosis along the free valve edges and for a variable distance into the adjacent tissue. Commissural fusion begins peripherally (toward the mitral or aortic annulus) and progresses centripetally. This process eventually reduces the mitral orifice to a very small segment of its original semicircular orificial arc, and reduces the aortic Presented at the Scientific Sessions of the twentysixth annual meeting of the American Heart Association, Atlantic City, N. J., April 12, 1953 fig. 9 a and b) . A purse-string suture of heavy braided silk was placed about its free extremity. The operator's bare left index finger was inserted into the pouch and, as the clamp was released, it was advanced through the aortic incision into the region of the aortic valve:
The valve was palpated, commissural fusion was identified, and the valve opening was located and measured. The olivary tip of the guide wire of the aortic dilator was advanced along the intravascular finger tip until it passed accurately through the valve opening into the left ventricle. The operator's finger was then withdrawn as the aortic incision was a clamped and the instrument was inserted into the pouch in its place, finally entering the valve orifice in retrograde fashion to accomplish wide dilatation. The aorta was then reclamped and sutured. Subsequently the technic has been modified so that the pouch is divided into two sections allowing insertion of the finger and instrument at the same time ( fig. 10 a and b) .
This technic has since been applied with some modification in nine patients. In seven, the sternum-splitting approach was used as described. 
